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HONG KONG EYE HOSPITAL

Application for Medical Report
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1. All medical reports are written in English. This hospital does not provide translation service. The format of medical report
is decided by the doctor. Attached forms provided by applicant may not be applicable.
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2. Application forms can be obtained from Enquiry Counter at Medical Records Office, G/F, Hong Kong Eye Hospital at
147K Arygle Street, Kowloon. The duly completed application form can be returned in person or by mail. Please state
“Application for Medical Report” on the envelope. For enquiry, please contact us at 2762 3299 during our office hours:
Monday to Friday 9:00am to 1:00pm and 2:00pm to 5:00pm (Closed on Saturday, Sunday and Public Holidays).
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3. For easy retrieval of relevant medical record, please state clearly the Data Subject (Patient)’s Hong Kong Identity Card
Number and the required information.
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4. If necessary, the applicant must produce in person the original or a true copy of his / her identity document.
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5. If the applicant is not the Data Subject (Patient), a written consent of the Data Subject (Patient) is required and the
applicant must also produce in person the original or a true copy of the applicant’s identity document.
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6. Ifthe applicant is the Data Subject (Patient)’s parent, authorised person or person appointed by courts in Hong Kong, please
produce in person the original or provide a true copy of the documentary evidence to support the relationship.
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7. A charge between HK$895 and HK$3,580 will be levied, depending on the type and number of reports required. Cheque,
remittance or money order shall be addressed to “Hospital Authority”.
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8.  No refund of the fee paid for a medical report will be made even if the application is withdrawn before the medical report
is issued.
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9.  If amedical report is required on a particular date but it is unlikely that the report can be released on or before the specific
date required, then the application will be rejected and the application together with remittance enclosed will be returned
to the applicant.
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10. In normal circumstances, the time for completing a medical report of one specialty will be 8 weeks.
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11.  When the medical report is prepared, it will be sent to the applicant by registered mail. If applicant want to collect the report
in person, please specify in the application form.
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12.  Areminder letter will be sent to the applicant’s provided address by mail if medical report is not collected within 6 months

after being informed. If the reminder letter sent by mail is undelivered and returned by the Post Office or no reply receives,
medical report will be disposed 3 months after the reminder letter issued out by mail without any further or prior notice.
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Kowloon Central Cluster
Hong Kong Eye Hospital
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MEDICAL REPORT APPLICATION FORM
B S HEERIE

Please tick the appropriate box FEfFEHREEZEM Bl E v 3%
1. Particulars of Patient: W AER

(@) Name: (English)  ( )
44 Surname ZELG Forename #4=¢ () Chinese 37 #E:44

(@ Sex: Male Female Age:
PRI 5 <8 e

(b) #HKID Card No.: / #Passport No.:
HEES (5 9RE HEISEHG

(c) Address:
b5 %1

(d) Daytime Telephone Number:
H Fllh4s BB EE 5T 0S

(e)  Any Other Contact Telephone Number(s):
HoAh s et

# If the HKID Card No. is provided, no copy or physical production of the HKID Card is required in case the number
provided is accurate and corresponds to the number recorded on HA'’s database. If not, a true copy of the HKID Card will
be required for verification. Alternatively, the HKID Card may be physically produced for verification at our hospital.

If the Passport No. is provided, please produce in person the original or provide a true copy of the Passport of the Patient
when submitting this medical report application to our hospital.

#  EIEREVES AT e AT TR B e & e A Fe i T SRR ST & B 3 IE R,
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2. Information Requested: ZEEHVE R

(a) Specialty:

Loy
(b) Period: From
HE

o~
(@
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Purpose(s) of Report: B> FHiR

i) For general purpose(s):

fER—fR HHIZH

i)

future medical purposes
H& B R

others, please specify

HAth (FaEH)

A supplementary medical report

R —(H S AR R

# Please attach a copy of the previous medical report, if available for ease of reference

HLYTH LUFTHT SR Er > sl LA L F2%

Please specify items to be included in this supplementary medical report;

A A O L R B R AR 2 AT E B P 2 S0

For specific purpose(s):

TERFEE IR

insurance claim

A PRI 8

employee compensation claims
R TEGHEE

legal proceedings

B TMEF

certification of sickness / injury for:
SRR | Z G LT

certification of sickness / disability in support of :

so BRI G LS

immigration application

HEFHBER

rehousing application

HFEAEEE

to Immigration Department for family reunion
[a] AR 5 X A A B

others (state reason)

HAth (FE5IHHE )

(c) Contents: NEAFE

nature of sickness / disability / injury

VAGES LS e

nature of operation / treatment

Tty 1 aREIME

length of hospitalization

B e H

length of sick leave granted

T H ]

others, please specify

HAtn (FEEEED)
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3. Details of the Relevant Person: B ATEEH
(To be completed if a Relevant Person applies on behalf of the Patient)

CAORAHF AR A LRFH AR - AZAER L)

(@ Name: (English) ( )
44 Surname ZEEL Forename #4%¢ () Chinese {44

(b)  Sex: Male Female Age:
il % % il

(¢) #HKID Card No.: / #Passport No.:
HEES (5T HERSRS

(d)  Address:
H gk

(e) Daytime Telephone Number:
H Fe i 48 BE S 5 1S

()  Any Other Contact Telephone Number(s):
At 4% BB EE RS

# Please produce in person the original or provide a true copy of the HKID Card / Passport of Relevant Person when
submitting this request.

#  HEARIER RIS » AR Z IR BN LHIEEG (75 | IR SESE A -

4. Relationship between the Relevant Person and the Patient (please tick as appropriate):

AR ER ARIBEG, SBEEE TN v 5%

EITHER [ 1 (a) The Relevant Person has parental responsibility for the Patient who is under age 18;

o R RN AT/ > MAEBALHEACREE
OR [ ] (b) The Relevant Person has been duly authorised by the Patient to submit this request and
£ to collect the medical report on behalf of the Patient;

AR LI ASRELESCHEE > DU RHH B s

OR [ ] (c) The Patient is incapable of managing his / her own affairs and the Relevant Person has
Y been appointed by a court to manage the affairs of the Patient ;

WARETTEHASEE - AL EMAVAR A L EEE AVES |

OR [ ] (d) The Patient is mentally incapacitated within the meaning of the Mental Health

Y Ordinance and the Relevant Person is appointed as a guardian of the Patient by a court,
magistrate or the Guardianship Board under the relevant section of the Mental Health
Ordinance.

WANJE Ot ERD) Frisrvs i LT RRE DA » DURCARI A LA HER: -
SHEEEER gl (RfFERE) AVHBINCS  ERERHARTEEA -

#  Please also provide a true copy of the documentary evidence to support the relationship between the Relevant Person and

the Patient. The documentary evidence can be:

a. abirth certificate / legal custody paper if the Relevant Person claims parental responsibility over the Patient; or

b. an original authorization form signed by the Patient where the Relevant Person claims to have been duly authorised by
the Patient; or

c. acourtdocument issued by a court appointing the Relevant Person to manage the affairs of the Patient who is incapable
of managing his her own affairs; or

d. aguardianship order issued by the Guardianship Board / court / magistrate which can show that the Relevant Person is
currently appointed as the guardian of the mentally incapacitated Patient; or

e. documentary evidence to show that the Relevant Person has been vested the guardianship or that he is authorized to
perform the functions of a guardian under the relevant section of the Mental Health Ordinance.
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5. Declaration and Signatures: E¥HH K %=

WHERE applicable, the Patient has irrevocably authorised the Relevant Person to deal with this
medical report request and to collect the medical report on behalf of the Patient. The Patient and
(where applicable) the Relevant Person declare that the information given in this Medical Report
Request Form is accurate.

FEBEAER T - WACHERR AL » AR EATR AR PRI B e o S SHH B ek s -
AKRAEBALT (@A) EERER T ERERHE | NIRRT E e -

Signature of the Patient:

==l

WAFEE

Date:
HHA

If application by Relevant Person: Z=H A’ A\ 32X HEE

Signature of Relevant Person (if applicable):

ARALEE (W#EH)

Date:
HHA

FOR OFFICIAL USE: iR HEBEFIES

Application Received By: Date:

Patient ID / Passport: 1 Match with PMI O Original / True copy verified
Applicant ID / Passport: I Original / True copy verified
Birth certificate: (I Original / True copy verified

Other Doc: [ Original / True copy verified
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